developed it (Heyman et al. 2013 ). This lack of uptake is not due to a low prevalence of dental fear, for over 1 in 5 patients (Heyman et al. 2016) in both low-cost university clinics and in private practices report moderate to severe dental fear, representing tens of millions of Americans. Furthermore, it is not due to lack of impact, as dental fear has demonstrable impacts on public health. As summarized by the US Surgeon General's report (US Department of Health and Human Services 2000, p. iii), dental fear leads to "needless pain and suffering, causing devastating complications to an individual's well-being, with financial and social costs that significantly diminish quality of life and burden American society." Finally, it is not due to competing evidence-based standard practice, as standard treatment involves receiving intravenous (IV) sedation or anxiolytics (e.g., Milgrom et al. 2013) , both of which are contraindicated because they do nothing to reduce subsequent anxiety or treatment avoidance (e.g., Wannemueller et al. 2011 ), lead to continued dental health problems Thom et al. 2000; Raadal 2013) , and perpetuate a pattern of patient fear → avoidance → dental problems. Clearly, the challenge at present is not how to treat dental fear to reduce the financial and human suffering burden to public health but how to disseminate and implement EBIs in a way that recognizes the rewards and barriers in the US health care system. For instance, many past dental fear studies use dentists as the sole interveners, running counter to American models of training, tradition, and reimbursement, making this model a poor fit for the American health care system (Heyman et al. 2013) . In contrast, we propose to test enhancing the dental home via an approach known as evidence-based collaborative care (EBCC; Unützer et al. 2014) , in which specialized mental health providers work within the health care "home" to provide coordinated services for which they are able to bill.
Although EBCC has been gaining acceptance in medical settings (Beacham et al. 2017; Asarnow et al. 2017; Kazak et al. 2017) , it remains novel within dentistry. Bringing mental health practitioners with specific skills and experience in fear treatment into the dental office has potential for breaking the cycle of dental fear and improving patient oral health, with the side benefit of increasing the number of patient visits to an office.
Despite the EBCC, it is not a panacea for adopting dental fear EBIs in community-based practices; the paucity in uptake is consistent with slow adoption of most evidence-based practice. The factors promoting and impeding program adoption and subsequent implementation (e.g., "push-pull" factors; Kerner et al. 2005) need to be studied and built into the design of a dental EBCC model from the outset. This article reports on a qualitative and quantitative study of the push-pull factors. We were guided by a meta-theoretical framework that derived 12 common features among psychological theories relevant to implementing EBIs in health care practice with individuals (Michie et al. 2005 ); a dental-based questionnaire employing this model was used in the quantitative study. The qualitative study was informed by Rogers's (2003) model of innovation adoption, specifically focused on the appeal and the logistical impediments of EBCC in community dental offices.
Methods
The first study comprised a series of linked focus groups of dentists. The second study was a dentist survey. Participants were recruited through a self-organized Practice-Based Research Network, comprising private practice dentists in metropolitan New York City who supervise students (mostly parttime) at the New York University College of Dentistry. Both studies were approved by the institutional review board, and signed informed consent was obtained from all participants.
Study 1
Three focus groups, each comprising 5 to 6 participants, focused on management and treatment of dental fear. Participants (N = 17) consented to participate and completed a demographic questionnaire (Table 1) . Each group began with a brief introduction to dental fear, findings on CBT, and a description of EBCC (all patients are screened with a 1-item dental fear scale when making appointments; patients with moderate to severe dental fear are offered treatment; a mental health professional administers 3-h CBT in the dental office, with the dental appointment following as usual; and the mental health provider bills for his or her time and the dental office bills as usual). A set of core questions was then asked in sequence, including, "How do you think patients with dental fear should be treated, ideally?" "How well does EBCC fit with those ideals?" "What are the advantages/disadvantages of EBCC versus current practice?" and "How easy/difficult would it be to implement EBCC in your office?" Follow-up questions were asked depending on the discussion. Across groups, new ideas from one group were followed up with questions in the next group. Each group lasted approximately 60 min and was audio-recorded.
We used a "thematic coding" approach (Boyatzis 1998; Joffe and Yardley 2004) to inductively extract meaning from the groups. Following each focus group, 3 coders (2 secondyear dental students, 1 psychology graduate student) independently listened to the audiorecordings and noted their impressions of major themes regarding: 1) how dental fear is initiated and maintained, 2) how dental fear is managed and treated, and 3) opportunities for and barriers to implementing CBT through EBCC in dental offices. Coders then relistened to the recordings, tallied every time a theme was raised during the discussion, and modified themes if appropriate. The 3 coders then met to discuss their themes, reconcile any differences, and come to a consensus, if possible. This process was repeated after each group, and after all groups were completed and coded, a final meeting was held to consider the collective results from all groups.
Study 2
Participants (N = 46) completed demographic information (Table 2 ) and a 33-item questionnaire (Theoretical Domains Questionnaire; Amemori et al. 2011 ) of 12 domains affecting implementation (e.g., "I have sufficient knowledge to team with a mental health [MH] provider to offer EBCC for dental fear," "Teaming with a MH provider to offer EBCC in my office will increase a patient's likelihood of conquering their fear," and "Our office would be able to remove barriers to the provision of EBCC").
Results

Study 1
Coders independently identified similar themes across the focus groups. Slight differences in framing of a given theme were readily resolved, and consensus was reached on each theme. Most themes were mentioned by a majority of participants and were clustered within 4 major areas: 1) patient accessibility, 2) the logistics of EBCC, 3) alternatives to EBCC, and 4) anxiety treatment and the role of interventionists. The themes are summarized in the Appendix and highlights are as follows.
Regarding patient accessibility, participants surmised that patients with moderate fear would be available for EBCC. Those with severe dental fear, however, likely come in only for urgent problems and would fit less well with EBCC, which requires planning and follow-through on something for which they have been highly avoidant.
Regarding logistics, participants voiced concerns about the feasibility related to available space in tight dental offices (e.g., no place for private assessments, taking a dental chair for fear treatment), time (e.g., disruption to typical workflow), and money (e.g., opportunity costs if dental fear EBCC treatment impairs the capacity to bill for procedures in that chair for hours). Only respondents who maintained private practices were asked to complete these items. b Unique patients are individuals who, regardless of multiple office visits during a single year, are only counted once. Alternatives to EBCC were a frequent theme, such as the operational advantages of specialty clinics or the importance of dentists doing the fear treatment themselves. When advocating for these options, rarely were the disadvantages (e.g., scattered specialty clinics make widespread dissemination extraordinarily difficult, opportunity costs of hours of dentist time if dentists did CBT instead of dental procedures) discussed.
Finally, many participants expressed common but uninformed views about mental health services (e.g., conflating lengthy, insight-oriented approaches such as psychoanalysis with CBT). Clearly, if dentists do not understand differences among mental health approaches or between EBIs (such as CBT for dental fear) and popular representations of "therapy," they will be less open to entertaining dissemination of innovations for dental fear.
Study 2
Means, 95% confidence intervals, and internal consistency estimates (i.e., Cronbach's α) for each domain subscale are listed in Table 3 . Means closer to 0% endorsement indicate a domain that would be a barrier to implementation, whereas means closer to 100% indicate a domain that may facilitate implementation. Behavior change domain means were 58% to 73%, indicating no notable barriers to EBCC implementation but no singular pulls either. Domains of relative need are tensions with dentists' professional identity and the motivation, goals, and skills needed to engage in EBCC. Domains of relative pull toward EBCC are self-efficacy, the positive perceived impact of EBCC, beliefs that dental office environments can foster EBCC, and norms supportive of EBCC. For most subscales, α in this sample was similar to or exceeded those in the Amemori et al. (2011) sample. However, using the guidance of α = .70 as the lower bound for "acceptable" (DeVellis 1991), 5 of the 10 subscales were "adequate," 3 were substandard (α = .60-.70), and the 2 subscales with only 2 items had very low interitem correlations. The modest subscale psychometrics provide little hindrance to the study goals, which are to grossly describe openness to EBCC. Distributions of responses on items within each subscale are provided in Table 4 .
Discussion
This article comprises 2 preadoption studies (Spoth et al. 2013) , focusing on "push" and "pull" factors affecting dentists' adoption of EBCC (where professionals from multiple disciplines work together in a coordinated health care home to provide patients the care that they need). A mixed-method approach was used with dentists to better understand 2 theoretically derived sets of factors related to adoption of EBCCthose from diffusion of innovation theory (Rogers 2003) : 1) relative advantage over current practice; 2) compatibility with prevailing ideals, attitudes, and experience; 3) ease of understanding and employing; 4) observability of both the innovation and its impact; and 5) cost/barriers, as well as those from Michie et al.'s (2005) meta-theory of theoretical domains in adoption/implementation: 6) dental fear EBI knowledge, 7) self-efficacy, 8) consonance with dental professional role and identity, and 9) environmental constraints. The focus groups used thematic analysis (Joffe and Yardley 2004) , a "bottomup" inductive approach to understanding dentists' attitudes and beliefs, whereas the questionnaires used a "top-down" theoretical domain-driven approach.
The EBCC framework was considered the framework for better diffusion of a highly effective treatment for dental fear (CBT). Themes across the focus groups were highly consistent; although dentists agreed that CBT is worthy of consideration for delivery to patients, they thought the feasibility of doing so within a EBCC framework was questionable. Dentists most noted the following barriers: whether patients most in need of CBT will present to a dental practice in the first place for other than emergency care; whether space, time, and financial constraints can accommodate EBCC; whether dental treatment as usual for dental fear is sufficient given who does present to practices; and whether dental fear is actually best dealt with through specialty clinics (in the short run) and through changes in dental education (over the long run).
Survey results extended some of the focus group themes by pointing to areas such as dentists' professional role and identity, motivation and goals, and skills that may be barriers to implementation. Taken together, these results suggest that dentists are somewhat skeptical about changing current practice. Following Amemori et al. (2011) , subscale scores were computed by reversing scale scores for negatively worded items, adding up all the items in a subscale to calculate a total score, and dividing this value by the maximum possible score for the given domain (i.e., the percentage of points possible). 23. Our dental office has the resources to screen patients for dental fear. 2 (4.3) 10 (21.7) 18 (39.1) 13 (28.3) 3 (6.5) 24. If we were to offer EBCC for dental fear, our dental office has the resources to mention its availability to all appropriate patients. Focus group discussions also highlighted a fundamental limiting factor in disseminating dental fear treatment-misconceptions about what CBT is and does (and, more generally, what evidence-based mental health is and does) and a lack of understanding and appreciation for collaborative care (other than with medicine). Similarities among the distributions of responses and average domain scores suggest that many participants may not have known enough about EBCC to either strongly support or oppose the implementation of this treatment model. These findings are largely different from those of Amemori et al. (2011) , who reported clear differences in domain scores with respect to dentists' perspectives on tobacco use prevention and cessation counseling-a topic that is more well known in dentistry.
Probably one of the most passionate issues discussed was around fiscal matters, including whether delivering CBT through EBCC would significantly affect the income coming into a dental office. EBCC has been incentivized in primary medical settings in the Affordable Care Act (Goodrich et al. 2013 ), but dentistry remains apart from such health care reforms. Occupying a dental chair for EBCC, even if it were coordinated with and highly relevant to dental procedures, means that that chair cannot be used to provide services that are provided and billed by dentists and their staff members. In a practice with only 2 chairs, giving up a chair to a mental health practitioner to use for even portions of a 3-h dental fear treatment could mean the loss of thousands of dollars for just 1 patient. In practices with chairs that are empty during parts of the week, this practice would be feasible. An argument on the fiscal side could be that delivering this service could pay off in the long run, in the sense that patients who have been successfully treated in terms of dental fear seek more frequently preventive visits (Davies et al. 2011 ). However, a prevention rationale is a difficult one to rely on, given that there is no guarantee that a given patient will return (and return to the EBCC practice that incurred the prevention-focused opportunity costs). In the near term, finding ways to incentivize CBT within dentistry, whether within EBCC or some other framework, is clearly an important consideration. Furthermore, we should note that although dentistry has some unique challenges, many of the barriers noted in our mixed-method approach are those noted for mental health collaborative care in medical homes as well (Sanchez 2017) .
Finally, "stepped care" (e.g., Bower and Gilbody 2005) approaches may be the most promising of all. Tellez et al. (2015) reported on an effective, 1-h, self-administered computerized version of CBT that may be most appropriate for those with moderate dental fear. This could be implemented in dental offices with almost no financial or logistical barriers, saving face-to-face CBT for those with severe dental fear or who did not respond to the computerized version (or would prefer faceto-face treatment).
Limitations
The samples were drawn from a network of dentists in private practice who were connected to a college of dentistry. Most had been working in the field for many years, had extensive experience working in urban and suburban settings in New York, identified as White, and had experience working with the highly diverse populations in the United States's largest and most multiethnic area. The present study begins a program of research to explore how implementation of CBT for dental fear might be achieved within dentistry. Additional samples are needed that query on these issues and encompass the diverse array of experiences, practice settings, populations, and race and ethnicity of dental professionals today. Furthermore, a parallel series of studies of patients' views of the promise and pitfalls of dental fear treatment is both necessary and planned.
Implications for Caries Prevention
Dental fear is posited to be both cause and consequence of a vicious cycle of anxiety and declining oral health (Berggren and Meynert 1984) . Negative dental experiences and/or parental/community modeling of dental treatment anxiety potentiate dental fear, thereby increasing avoidance of routine oral health care, thereby compromising oral health, thereby precipitating dental emergencies (involving more invasive and painful procedures), thereby strengthening dental fear and repeating the cycle (Heyman et al. 2013) .
Alternatively, disseminating dental fear treatment would likely improve oral health of the 20% of adults with moderate to severe dental fear; for many, this would promote a virtuous cycle, with better attendance at prophylactic recall visits leading to better oral health, fewer emergency visits, and less fear. Furthermore, since dental fear in parents is associated with fear in their children, especially in those younger than 8 y (Themessl-Huber et al. 2010) , less adult dental fear would lead to less parental and community modeling of fear to children, less experienced fear by children, and, hopefully, a long-term, multigenerational virtuous cycle of less fear and avoidance and better oral health.
Conclusions
Dental fear is a ubiquitous public health problem in need of effective treatment vectors; a worldwide smattering of specialty clinics is not sufficient to treat the minimum 1 in 5 adults with moderate to severe dental fear that significantly affects their oral health (Heyman et al. 2013) . CBT, an approach that builds on hundreds of randomized controlled trials with anxiety generally and over 20 within dentistry, has potential to be one of those treatments, and EBCC may be a framework through which it can be delivered.
Contemplation of change brings ambivalence (Miller and Rollnick 2013 )-a recognition of the pros and cons of change. Despite the desire to reduce patient suffering, dentists raised numerous challenges for using EBCC within dental offices, some of which are systemic and thus outside of the control of individual dentists. One of the most prominent of these is the policies of the health care system around reimbursement. Experiments are very much needed that examine a range of policies intended to encourage the delivery of efficacious interventions and a range of approaches for such delivery. Through such work, hopefully a strategy can be found that minimizes time, effort, cost, and logistical complication and maximizes the effectiveness of dental fear interventions for the patients who need relief.
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